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passenger. At the time of presentation, the patient was vitally stable, conscious, alert, oriented with a Glasgow Coma Scale 15/15 [8] . A cervical collar and spinal board were applied by the paramedics at the scene. The trauma surgery team assessed the patient initially and implemented the advanced trauma life support protocol [9] ; he was deemed to be hemodynamically stable with no other systemic injuries. The patient was, however, complaining of moderate left hip and thigh sharp pain as well as left shoulder pain. On examination, he was noted to have abducted, shortened and internally rotated left lower limb. Active and passive movements of the left thigh were not possible due to pain with no neurovascular deficits detected distally. There were no significant examination findings of the left shoulder and upper limb. X-rays of the pelvis and left femur revealed a posterior fracture dislocation of left femoral head with an ipsilateral femoral mid-shaft fracture and a computed tomography (CT) scan of the pelvis showed large and small fracture fragments within the acetabulum originating from the medial aspect of the femoral head (Fig. 1) . A shoulder X-ray also revealed a non-displaced left scapular body fracture. An attempt of left hip closed reduction was made while the patient was still in the emergency department and it was, however, unsuccessful.
After being cleared by the trauma team, the patient was admitted to the orthopedic service with a working diagnosis of left posterior hip dislocation with a Pipkin Type 1 ipsilateral femoral head fracture [10] and an ipsilateral femoral shaft fracture. The patient was taken to the operating theater for closed versus open reduction and intramedullary nailing of the left femur. Within 5 h of his injury, the patient underwent closed reduction of the left hip with the aid of a temporary external fixator applied on the femoral shaft proximal to the fracture (Fig. 2) . The external fixator rod was used as a handle, and the reduction was successful after the first attempt, as confirmed by the C-arm and CT reconstruction (Fig. 2) . Subsequently, the external fixator was removed, and intramedullary nailing of the left femur was carried out. After completion of the procedure, the left hip was examined and found to be stable with the femoral head fragment not affecting the movement. The patient was discharged after 3 days with a clean, dry wound and full weight bearing ambulation as tolerated. Unfortunately, he was lost to follow-up and attempts to contact the patient were unsuccessful.
Discussion
The primary challenge, in this case, was achieving closed reduction of the hip dislocation; this was particularly difficult due to the inability to transmit the force needed for reduction through to the hip and the difficulty controlling the thigh. Both of these problems were caused by the concomitant fracture in the femoral shaft. This necessitated the use of other indirect methods of reduction like the temporary external fixator (Fig. 3) .
These challenges were also faced by other treating surgeons in similar cases, and each team was able to achieve the reduction by closed manipulation or manual traction maneuvers [11] , indirect reduction with the aid of external tools such as a loop [4] and open reduction [7] . Early reduction of the dislocation is important to prevent significant complications associated with late reduction like osteonecrosis and subsequent hip arthritis [12] .
Moreover, closed or indirect reduction is favored over open reduction especially if there is no plan for internal fixation of the acetabulum or proximal femur because of the significant risks involved with open surgery which include but is not limited to: Sciatic nerve palsy, heterotopic ossification, avascular necrosis, blood loss and infection [10] .
It is worth noting that in the similar case described by Galois et al.; the femoral head fracture was suprafoveal Pipkin Type 2 [7] while in our case it was infra foveal Pipkin Type 1. The latter type may have contributed to an easier reduction which is possible through closed methods, while in the former case the fractured fragment may have necessitated open reduction, due to a mechanical block inhibiting reductions by closed methods, and internal fixation to restore and maintain the articular congruency and the weight bearing surface of the hip.
Conclusion
Traumatic hip dislocation is a significant orthopedic emergency and its treatment is more challenging if the dislocation is associated with other
Clinical Message
Hip dislocation is an orthopedics emergency and requires urgent reduction. It can be challenging when coupled with an ipsilateral femur fracture. The use of indirect reduction instrument, such as an external fixator, may preclude an open procedure which will prevent surgical complications.
concomitant ipsilateral fractures. Management should start with emergent reduction, and the treating orthopedic surgeon should make the decision of a closed versus an open approach after taking into consideration the other injuries and fractures and considering their definitive management plan. 
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